Abstract Objectives -The aim was, firstly, to study the validity of the sentinel network data by analysing the correlation between the weekly influenza cases detected by the network and the number of cases notified to the compulsory disease notification system and, secondly, to describe the epidemiology of the period 1991-92 in terms of the sentinel network data. Design -The study design was descriptive.
(r=0.91, p<0 001, r2=0 82). The epidemic activity during the period 1991-92 was centred approximately on week 48 in 1991 and week 6 This study aimed, firstly, to analyse the information from the sentinel network system, using the compulsory disease notification system as a reference, and secondly, to describe 1991-92 epidemiologically in terms of sentinel network data.
Methods
The population being studied comprised residents of Madrid (census 1991, 4 950 000 inhabitants). A cluster analysis was carried out to determine the constitution of the network, on the basis of which the community was divided into eight strata. These were made up 
The clinical profile is presented in the table. The clinical pattern varied according to the age group, so that the frequency of fever and migraine decreased as the age increased (p<0001), while myalgia and the respiratory symptoms increased in the same direction (p<0-001). In addition, 17% (156 cases) showed other associated clinical symptoms, of which most were gastrointestinal disorders.
In 64 cases (7%), the existence of previous pathologies was known: 43% of these were respiratory, 33% circulatory, 22% metabolic, 9% renal, and 33% others. Ofthe cases notified, 8% (73 cases) were vaccinated for this period, and 10% were of unknown vaccination status.
Complications were recorded in 26 cases (3%), pneumonia in eight cases and other complications in 18. The most frequent complication was bronchitis, which occurred in 10 cases.
The viruses isolated during the epidemic period were of the A/H3N2 and A/H lN1 types, similar to those recommended for the vaccine during this period.
Discussion
The study period coincided with the beginning of the sentinel network, and during the first months problems with some members of the network produced a decrease in the notification coverage. This was subsequently overcome. The general practitioners who dropped out were randomly geographically distributed, so we believe that the sample remained unbiased, and that only its size was affected.
The Spanish national health service provides universal coverage in primary health care, with a geographically distributed population assigned to each general practitioner. This could allow us to estimate the incidence of the disease in the general population. The use of private medicine, self medication, and no requirement for medical care in mild forms of disease, together with the low coverage previously described, however, makes it impossible to estimate the incidence of disease.
The validity of the compulsory disease notification system in the epidemiological surveillance of influenza has been proved previously,3 and the coverage levels of this system remain steady enough. However, its low specifity is obvious. The epidemic period of influenza shown in the figure is surrounded by a great "basic wave" of influenza-like diseases, that starts in the autumn and is possibly linked to a fall in temperature and the start of the academic year. Specificity seems to be better in the sentinel network series, especially in the season 1992-93, when the "basic wave" is much lower than that of the compulsory disease notification system. The improvement in specificity, together with the good correlation index show the usefulness of the sentinel network. In addition, the responsiveness of the system, the additional clinical and demographic data provided, and the smaller cost, produce a useful, reliable system of surveillance for influenza.
The clinical profile of the influenza cases detected in the sentinel network is characteristic of that in influenza disease.4 Age distribution may be affected by selective medical care demand according to age. The lower number of cases in children could be due to the use of private medicine, which is higher than in other age groups5 of the population. This could make children under represented in the sample. In the elderly, the reduced frequency of cases may be related to their previous immune history, in addition to periodical vaccination (influenza vaccination is freely offered to people older than 65 years).
With regard to information provided by other complementary systems ofepidemiological surveillance, microbiological isolation of viruses is considered the gold standard in the detection of an epidemic period.6 In our study the epidemic periods detected by the notification systems coincided with the periods in which isolation of the viruses was undertaken. When virus isolation was not undertaken, no epidemic activity was detected by any of the systems.
Another data source is mortality, widely used in epidemiological surveillance of influenza;7`in the community of Madrid mortality is monitored through weekly burials. This method is very quick and has been validated in other studies.9
